Response to the letter for the article: Use of transversus abdominis plane block as an anesthetic technique in a high-risk patient for abdominal wall surgery
Sir, With great interest, we read the article "transversus abdominis plane (TAP) block for surgical anesthesia-not ideal" by Rao Kadam. The authors have used TAP block in inguinal hernia and epigastric hernia repair in an elective setting. The authors have reported no pain on the surgical incision but encountered patient's discomfort on hernia sac manipulation. The reason for their surgical anesthesia "not ideal" is most probably related to the incorrect selection of a surgical procedure for TAP block anesthesia.
Our experience and the reported literature suggest the use of TAP block for anterior abdominal wall surgeries. [1, 2] The anatomy of the nerves involved in TAP block involves the anterior rami of the T6 to L1 spinal nerves traveling in the TAP before supplying the skin, muscles, and parietal peritoneum of the anterolateral abdominal wall. These nerve branches communicate widely within the TAP, creating a nerve plexus that is when injected with a local anesthetic, produces a multilevel neural blockade of the anterior hemi thorax from approximately T9 to L1. [3] [4] [5] However, the visceral innervation of the peritoneal cavity remains unaffected by TAP block. This could be the most probable explanation of pain encountered at the hernia sac manipulation and not at the skin incision, as reported by the authors of the above mentioned study.
In contrast to the case reported by Rao Kadam, we used TAP block in a semi emergency situation on the cardiovascular compromised patient.
[1] The advantage of using TAP block in a hemodynamically compromised patient is the avoidance of both general and central neuraxial anesthesia, as both techniques cause varying degrees of myocardial depression and vasodilatation, which have a detrimental effect on the sympathetically driven circulation of these compromised patients. As anatomically, sympathetic and somatic innervations are closely related near the neuraxis, and become separated peripherally, therefore, nerve block like TAP block only affects somatic innervation and leave the sympathetic efferent intact. [3] Ultrasound guided TAP block technique may be an attractive alternative to general anesthesia and central neuraxial technique for abdominal wall surgeries like wounds and abscesses not extending beyond the parietal peritoneum. However, the prospective investigation of this technique is required. 
Emergency airway management of intratracheal tumor in a patient with respiratory distress
Sir, Patients with tracheal tumors can present with catastrophic airway obstruction. [1] We report a case of young female who presented with severe respiratory distress due to intratracheal mass with near total occlusion.
A 25-year-old woman presented with severe respiratory distress. On examination, the patient was using accessory muscles and stridor was auscultated on expiration. The tracheal tug was present in suprasternal area. The respiratory rate was around 40 breaths/min. Chest X-ray revealed narrowing of the lower tracheal lumen. Computed tomography scan was suggestive of tracheal growth on anterior wall covering 90% of the lumen, approximately 2 cm above carina. Fiberoptic visualization of the lower airway was done which revealed near total occlusion of the tracheal lumen. The fiberoptic bronchoscope could not be negotiated beyond the tracheal mass. Rigid bronchoscopy and debulking of tumor were planned on emergent basis. In the operating room, intravenous access was secured and monitors were attached. She had an pulse rate of 142 beats/min, and oxygen saturation of 91%. She was nebulized with adrenaline (1 mg diluted in 5 ml of saline). Intravenous dexmedetomidine (1 mcg/kg) over 10 min followed by 0.5 mcg/kg/h was initiated. Anesthesia was induced with incremental doses of sevoflurane in 100% oxygen. Intravenous fentanyl (50 mcg) was administered, and rigid bronchoscope was inserted. Lungs were then ventilated with side ventilating port of the rigid bronchoscope [ Figure 1 ]. Boluses of intravenous propofol (20 mg bolus) were administered. The bronchoscope was negotiated and a core through with the rigid bronchoscope was attempted through the tumor mass [ Figure 2 ]. The intratracheal mass was removed with the forcep. The rest of the mass was removed piecemeal. The oxygen saturation fluctuated between 85% and 95% during removal of tumor but increased to around 95% after the mass was removed. The bronchoscope was removed and trachea intubated with endotracheal tube. Tracheal tube's cuff was positioned and inflated 3 cm from carina so as to achieve tamponade effect of cuff over the excised mass. The sevoflurane and dexmedetomidine were also discontinued and patient's trachea was extubated on return of conscious level.
